A middle age man was admitted to our infectious diseases department with recent weight loss, fever, dyspnoea and palpitations. Blood and urine tests showed only increased C reactive protein and mild anaemia. As the patient's wife was previously diagnosed with pulmonary tuberculosis (TB), we performed an interferon γ assay (QuantiFERON-TB-2), which turned out to be positive. Sputum specimens revealed the presence of Mycobacterium tuberculosis, and TB chemotherapy (isoniazid, rifampicin, pyrazinamide and ethambutol) was immediately started. A chest and abdomen CT scan could not detect pulmonary lesions, but revealed multiple masses infiltrating the right atrium and ventricle up to the outflow tract. A few days after admittance, the patient developed heart failure because of reduced right ventricle inflow, visualised by transoesophageal echocardiography and MRI (figure 1), associated with atrial fibrillation with fast ventricular response. He was transferred to the intensive care unit for mechanical ventilation, haemodynamic support with fluids and amiodarone for rate control; he eventually required urgent cardiac surgery for repair of the inflow obstruction. The histological examination of the cardiac mass resulted positive in the Ziehl-Neelsen staining, and the diagnosis of cardiac tuberculoma was made.
DESCRIPTION
A middle age man was admitted to our infectious diseases department with recent weight loss, fever, dyspnoea and palpitations. Blood and urine tests showed only increased C reactive protein and mild anaemia. As the patient's wife was previously diagnosed with pulmonary tuberculosis (TB), we performed an interferon γ assay (QuantiFERON-TB-2), which turned out to be positive. Sputum specimens revealed the presence of Mycobacterium tuberculosis, and TB chemotherapy (isoniazid, rifampicin, pyrazinamide and ethambutol) was immediately started. A chest and abdomen CT scan could not detect pulmonary lesions, but revealed multiple masses infiltrating the right atrium and ventricle up to the outflow tract. A few days after admittance, the patient developed heart failure because of reduced right ventricle inflow, visualised by transoesophageal echocardiography and MRI (figure 1), associated with atrial fibrillation with fast ventricular response. He was transferred to the intensive care unit for mechanical ventilation, haemodynamic support with fluids and amiodarone for rate control; he eventually required urgent cardiac surgery for repair of the inflow obstruction. The histological examination of the cardiac mass resulted positive in the Ziehl-Neelsen staining, and the diagnosis of cardiac tuberculoma was made. [1] [2] [3] Recovery from cardiac impairment was slow, and the patient received antitubercular chemotherapy for a total of 6 months. At 9-month follow-up, he did not require further antiarrhythmic drugs and the cardiac MRI (figure 2) showed a single residual chronic intramural non-active lesion, without any effect on cardiac filling. Learning points ▸ Tuberculosis (TB) is a re-emerging disease that should be also considered in developed countries. ▸ Cardiac tamponade is an uncommon presenting symptom of TB, but is a life-threatening condition that may require acute treatment in intensive care unit. Special precautions should be taken in this setting to avoid the spread of the disease. ▸ MRI may be a sensitive diagnostic test for cardiac tuberculoma, but it might require further testing for confirmation if the lesions are small. ▸ Contact isolation procedures in cardiac TB are mandatory; if surgery is required, all healthcare workers should also take air barrier measures to prevent infection.
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